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Two cases of cutaneous lymphangitis carcinomatosa of different tissue origins are described. In each case the metastasis was an ear!y sign of the under! ying malignancy.
CASE ONE
A previously fit 50-year-old man presented with a 3-month history of skin lesions on his trunk and cervical lymphadenopathy. The patient underwent extensive investigations to locate the site of the primary tumour, including chest X-ray, bronchoscopy, laryngoscopy, upper gastrointestinal tract endoscopy, computerized tomography (CT) scans of head, neck, thorax and abdomen and sputum cytology: all were reported as normal. Biopsy of a supraclavicular lymph node revealed the presence of metastatic squamous cell carcinoma.
Clinical examination of the skin lesion revealed a bizarre eruption on the anterior chest wall, neck and upper back which mainly affected the right side. This consisted of a patchy erythematous background with superimposed groups of ulcerated papules and nodules coalescing in places to form plaques ( Figure 1 ). The rash extended to below the level of the diaphragm on the right-hand side. The rest of the Histological examination of a skin lesion revealed metastatic carcinoma in the lymphatic channels in the middermis. Large pleomorphic cells showed evidence of dyskeratosis. The appearances were those of metastatic squamous cell carcinoma.
During the investigation he developed generalized symptoms of malignant disease. He was treated empirically with methotrexate and cisplatin for metastatic squamous cell carcinoma, but to no effect. His skin malignancy became very problematic with increasing ulceration and he required palliative treatment with electron beam therapy which produced little benefit. He died 3 months after his initial presentation. Post-mortem examination was not performed. An occult pulmonary origin for the carcinoma remains the most likely source.
CASE TWO
A man of 72 presented with an eruption over the left side of his chest which had been present for 4 months. He too had been in good health.
The rash had a curious appearance. It had a scalloped edge which at the inferior border was both indurated and ulcerated. In addition, there was an irregular pigmented plaque of 7 mm diameter in the right submammary area. There were no other abnormalities on examination.
The lesion on the left chest was biopsied and showed evidence of a metastatic mucin-secreting adenocarcinoma in the lymphatic channels of the upper dermis. The pigmented lesion was excised and shown to be a superficial spreading malignant melanoma Clark level II Breslow 0.5 mm with evidence of regression.
Intrathoracic sites of a primary adenocarcinoma were excluded by sputum cytology, chest X-ray and CT scan. An abdominal scan detected an abnormality at the rectosigmoid junction. A polyp was found at this site on subsequent colonoscopy but was benign on histology. The histological appearances of the cutaneous metastases and the pattern of mucin production favoured a primary lesion in the upper gastrointestinal tract, biliary system or pancreas. The serum carcinoembryonic antigen was raised and therefore chemotherapy for an occult gastrointestinal neoplasm was started; parenteral 5-fluorouracil was administered in the Bell protocol. After 6 weeks' therapy the lesion on the chest had resolved and the level of carcinoembryonic antigen had fallen into the normal range. Unfortunately, the patient died 6 months later. Consent for a post mortem examination was declined.
DISCUSSION
Cutaneous metastases are seen in only 2% of all cases of cancer examined at autopsy". The most common sites of the primary tumour in men are lung and oesophagus and in women, ovary and breast/. Other primary tumours which frequently metastasize to the skin include melanoma and carcinomata of the large intestine and oral cavity 3 . In one large series cutaneous metastases were seen as the first sign of the tumour in 0.8% of all cases of cancer", These so-called precocious metastases are usually from primary tumours of the kidney, lung, thyroid and ovary-. The two cases described here, given their cellular origin, are unusually precocious metastases.
Since the clinical appearances of cutaneous metastases are very variable, definitive diagnosis of cutaneous metastases may be expedited by early involvement of dermatologists in such cases as reported above. The underlying nature of the neoplasm IS difficult to diagnose by the gross characteristics of its cutaneous deposits. However, metastases from hypernephroma tend to be solitary vascular nodules and those from carcinoma of the breast may be distinctive.
Multiple cutaneous metastatic nodules have previously been described, but the appearances in Case One of multiple ulcerated papules, nodules and plaques occurring asymmetrically on an erythematous background on the chest wall, reminiscent of carcinoma telangiectoides of the breast, is unusual. The unilateral circumscribed nature of the eruption on the chest wall arising from a gastrointestinal primary in Case Two is previously unreported.
The prognosis of patients with cutaneous metastatic disease is very poor with a mean survival after diagnosis of the cutaneous deposit of 3 months", but in some tumours, such as neuroblastoma, the survival time is much greater.
This report illustrates markedly different clinical courses in two cases of cutaneous lymphangitis carcinomatosa arising from tumours of different cellular origin. Diagnoses may be hastened by the early involvement of a dermatologist.
